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Vagotomy with Pyloroplasty or Antrectomy 
A Comparison of Results in the Treatment of Duodenal Ulcer 
R i c h a r d L. C o l l i e r , M D * a n d John H . W y l i e , Jr, M D * * 
During the years 1970-73, 776 operations 
were performed for the relief of duodenal 
ulcer. Truncal vagotomy was done in all cases, 
and to this was added antrectomy in 92 cases 
and pyloroplasty in 24 cases. In the followup, 
three-fourths of the patients in both groups 
said they were satisfied with the result. There 
were four recurrences in the smaller pyloro-
plasty group. In this series, antrectomy with 
vagotomy appears to be the best operation for 
duodenal ulcer disease. 
•Resident 1957-62, Staff 1962-67. 
••Resident, 1950-52, 1954-57, Staff 1957-68. 
Address reprint requests to Dr. Collier at 
Okemos Surgical Assts., P.C., 2243 West 
Grand River Avenue, Okemos, Ml 48864 
D U R I N G the past several decades, 
there have been changes in the surgical 
treatment of peptic ulcer. More knowl-
edge of the physiology of the stomach 
has given direct ion to these trends. Dur-
ing his many years of surgical practice, 
Dr. Laurence Fallis found the surgical 
treatment of peptic ulcer to be one of his 
ch ie f interests. He was an early and 
s t rong advocate of vago tomy in the 
treatment of duodenal ulcer. When the 
t rend was to remove an ever increasing 
amount of the stomach to reduce gastric 
acid secret ion, he recommended com-
bining vagotomy wi th resection of less 
than half of the stomach. Dur ing the past 
20 years, the extensive subtotal gastric 
resection has nearly disappeared f rom 
the surgical scene and vagotomy wi th 
pyloroplasty has been popular . How-
ever, critical studies have shown that this 
more conservative procedure has not 
been ideal for the contro l of recurrent 
ulcer disease. The generally reported re-
currence rate is 10-15% and this is not 
acceptable, at least in good risk patients. 
The combined operat ion of vagotomy 
and partial gastric resection or antrec-
tomy appears to be better. Doctor Fallis 
recognized the value of this procedure 
and contr ibuted to the development of 
the technic that has made it a safe and 
durable operat ion. 
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There is vo luminous literature on the 
subject of the surgical treatment of pep-
tic ulcer, and we wi l l not attempt even to 
summarize it. The purpose of this paper 
is to present our experience in a series of 
116 operations for duodenal ulcer done 
in the years 1970-73. Al though the num-
bers are not statistically significant, we 
have formed some tentative impressions 
as to the relative value of the two proce-
dures we have used. 
pyloroplasty and vagotomy were done 
in 24 cases and a standard antrectomy 
and truncal vagotomy in 92 cases. All of 
the operations were done by one or the 
other of us and in almost every case, the 
other assisted. Consequently, there has 
been a high degree of uni formity in the 
surgical technic. 
We selected the operative procedure 
for complicated duodenal ulcer disease 
on an ind iv idual basis, a t tempt ing to 
choose the procedure which wou ld pro-
vide each patient wi th the best oppor-
tuni ty for cure of his disease wi th the 
lowest possible risk. Wi th high risk pa-
tients and those patients w h o did not 
have advanced disease, it appeared that 
a physiological operat ion preserving the 
stomach wou ld be ideal, and we per-
formed a pyloroplasty and truncal vag-
otomy. 
At first, we used the Heinke-Mikul icz 
type of pyloroplasty. A number of pa-
t ients deve loped emp ty i ng p rob lems 
and recurrent u lcerat ion w i t h o u t any 
appa ren t decrease in the d u m p i n g 
and/or diarrhea incidence as compared 
wi th the patients having gastric resec-
t ion . In particular, we had diff icult ies in 
those pat ients w h o had concomi tan t 
cholecystectomy wi th pyloroplasty and 
vagotomy. Reoperat ion on several of 
these patients demonstrated adherence 
of the duodenum and antrum to the in-
fer ior aspect of the liver, creating a kink-
ing effect which interfered wi th the emp-
tying of the ant rum. We subsequently 
used the Finney or Jaboulay type of 
pyloroplasty wi th truncal vagotomy. The 
patients wi th postbulbar ulcerations did 
not do wel l w i th pyloroplasty and vag-
o tomy . We feel that an t rec tomy and 
vagotomy is the procedure of choice in 
these cases. 
A majority of the patients in this study 
had had chronic ulcer disease for a long 
t i m e . Seven ty - f i ve pe rcen t of the 
pyloroplasty group and eighty-five per-
cent of these who had antrectomy had 
had symptoms for more than one year. 
About half had had t roub le for more 
than five years. Bleeding was the usual 
compl icat ion which was the indication 
for operat ion in patients wi th symptoms 
for less than one year. 
Results 
There was no surg ica l mo ta l i t y 
in ei ther g roup. In the fo l l owup pro-
cedure, the patients were given a com-
prehensive questionnaire three months 
to two years after the operat ion. They 
were asked to report on the occurrence 
of individual symptoms, and to "g rade " 
their postoperative result according to 
the fo l lowing criteria which are modi f ied 
f rom the classification of Visick.'' 
I. Excellent - No symptoms, signs or 
p rob lems . No l imi ta-
t ion of activity. Able to 
resume normal occu-
pa t iona l d u t i e s . No 
l im i ta t ions in d ietary 
pattern. Satisfied w i th 
results of surgery. 
I I . G o o d - Sat isf ied w i t h resul ts of 
surgery. Few and occa-
sional minor symptoms 
or prob lems. Able to 
resume normal occu-
pational duties. Minor 
a l tera t ions in d ietary 
pattern. No l imitations 
of activities. 
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TABLE I 
Functional Results (Visick) 
Pyloroplasty & 
Vagotomy 
(% of 25 cases) 
I. Excellent 8% 
II. Good 68% 
III. Fair 24% 
IV. Poor 0 
Antrectomy & 
Vagotomy 
(% of 92 cases) 
31% 
48% 
16% 
5% 
The summary of the grading of func-
t ional results after the two types of oper-
ations is shown in Table I. 
It was interesting to f ind that al though 
a large number of patients cont inued to 
have one or more symptoms, more than 
three-fourths in each group were satis-
f ied w i th the general postoperative re-
sult. Most of the patients had symptoms 
in f requent ly and the symptoms were 
episodic, depending on dietary habits. 
The dump ing symptoms and diarrhea 
particularly fel l into this group. Unre-
len t ing d i f f i cu l t ies w h i c h d id not re-
spond to treatment occurred in less than 
8%. 
I I I . Fair - Definite and frequent minor 
symptoms and p rob -
lems. A l t e r a t i o n in 
dietary pattern. Altera-
t i on in act iv i ty leve l . 
Some incapacity in oc-
c u p a t i o n a l d u t i e s . 
Some quest ion about 
e f fec t i veness of sur-
gery. 
IV. Poor - Constant and major symp-
toms and p r o b l e m s . 
Incapacity in occupa-
t ional dut ies. Marked 
l i m i t a t i o n in ac t iv i ty 
leve l . Ma rked al tera-
t ion in dietary pattern. 
Unsatisfied wi th results 
of surgery. 
There has been no objective evidence 
of recurrence of ulcer disease in the pa-
t ients w h o had an t rec tomy and vag-
otomy. In those w h o had pyloroplasty 
and vagotomy, 4 out of 24 had recur-
rence. Two of these patients have had a 
second operat ion. 
We have concluded that, in our hands, 
antrectomy wi th vagotomy is the best 
operat ion for duodenal ulcer in general. 
When the age of the patient or general 
condi t ions may increase the operative 
risk, we do a Finney or Jaboulay pyloro-
plasty and vagotomy. 
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